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Update: Acquired immunodeficiency Syndrome — United States 


Between June 1, 1981, and January 13, 1986, physicians and health departments in the 
United States notified CDC of 16,458 patients (16,227 adults and 231 children) meeting the 
acquired immunodeficiency syndrome (AIDS) case definition for national reporting (7-3). Of 
these, 8,361 (51% of the adults and 59% of the children) are reported to have died, including 
71% of patients diagnosed before July 1984. The number of cases reported each 6-month 
period continues to increase (Figure 1), although not exponentially, as evidenced by the length- 
ening case-doubling times (Table 1). Cases have been reported from all 50 states, the District 
of Columbia, and three U.S. territories 

Adult patients. Among adult AIDS patients, 60% were white; 25%, black; and 14%, 
Hispanic. Ninety percent were 20-49 years old, and 93% were men. Although the race, age, 
and sex distribution of adult AIDS patients has remained relatively constant over time, signifi- 
cant changes have occurred in the distribution of specific diseases reported. Pneumocystis 


FIGURE 1. Acquired immunodeficiency syndrome cases and known deaths, by 6-month 
period of report to CDC — United States, through January 13, 1986 
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carinii pneumonia (PCP) continues to be the most common opportunistic infection reported 
among AIDS patients, accounting for 43% of reported opportunistic diseases; incidence of 
PCP continues to increase relative to other reported opportunistic diseases among AIDS pa- 
tients (p < 0.0001). PCP accounted for 35% of the diagnosed AlDS-associated diseases 
before January 1984 and 47% of those diagnosed from Jarmary 1985 to December 1985. 
The increase in PCP was associated with a decrease in Kaposi's sarcoma (KS), the second 
most common AIDS-associated opportunistic disease. Before December 1984, KS accounted 
for 21% of reported diagnoses; between January 1985 and December 1985, KS accounted 
for 13% of reported diagnoses. Among all AIDS patients, 63% have been diagnosed with 
PCP; 24%, with KS; 14%, with candida esophagitis; 7%, with cytomegalovirus (CMV) infec- 
tions; 7%, with cryptococcosis; 4%, with chronic herpes simplex; 4°6, with cryptosporidiosis; 
3%, with toxoplasmosis; and 3%, with other opportunistic diseases only. These values tend to 
underestimate the number of diseases diagnosed in a given pa’ent, because health-care 
providers frequently do not provide follow-up information on ciseases that occur after the 
case has initially been reported. 

A total of 15,243 (94%) AIDS patients can be placed in groups* that suggest a possible 
means of disease acquisition: men with homosexual or bisexual orientation who have histories 
of using intravenous (IV) drugs (8% of cases); homosexual or bisexual men who are not 
known IV drug users (65%); heterosexual IV drug users (17%); persons with hemophilia (1%); 
heterosexual sex partners of persons with AIDS or at risk for AIDS (1%); and recipients of 
transfused blood or blood components (2%). The remaining 984 (6%) have not been classified 
by recognized risk factors for AIDS. 

AIDS patients reported as not belonging to recognized risk groups are investigated by local 
health officials to determine if possible risk factors exist. Since 1981, 1,206 AIDS patients 
reported to CDC were initially identified on the original case report form as not belonging to a 
risk group. Of these individuals, 398 were from countries where heterosexual transmission 
may account for many AIDS cases. Of the remaining 808, information was incomplete on 
178 patients due to: death (116), refusal to be interviewed (24), or loss to follow-up (38). 
Two hundred ninety-seven cases are still under investigation. interviews or other follow-up in- 
formation were available on the remaining 333 patients. Based on this information, risk fac- 
tors were ultimately identified in 197 (59%) individuals; 25 (8%) were found not to meet the 
criteria of the surveillance definition for AIDS and no risk was identified on 111 (33%) AIDS 
patients. In interviews of the 111 patients for whom no risk was identified, 39 (35%) gave 


*Patient groups are hierarchically ordered; patients with multiple risk factors are tabulated only in the 
group listed first 


TABLE 1. Acquired immunodeficiency syndrome cases, by date of report and doubling 
time — United States, through January 13, 1986 





Cumulative Doubling time 
cases reported Date (months) 





129 September 1981 _ 
257 February 1982 
514 July 1982 

1,029 January 1983 

2,057 August 1983 

4,115 April 1984 

8,229 February 1985 

16,458 January 1986 
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histories of gonorrhea and/or syphilis, indicating that these AIDS patients were at risk for 
other sexually transmitted infections. Of 57 men interviewed, 15 (26%) gave histories of 
sexual contact with a female prostitute. 

Reported cases have increased in all patient groups (Table 2). The relative proportion of 
AIDS cases among most risk groups has remained stable (Table 3). The proportion of AIDS 
cases associated with blood transfusions has increased trom 1% to 2% (p = 0.015). Due to the 
long period between infection with human T-lymphotropic virus type Ill/lymphadenopathy- 
associated virus (HTLV-Ill/LAV) and development of AIDS, the impact of serologic screening of 
blood donations and deferral of those at increased risk cannot be expected to be reflected yet 
in national AIDS reporting. In the groups not classified by recognized risk factors, the propor- 
tion of AIDS patients born outside the United States has declined from 4% to 2% (p < 0.0001). 

Pediatric patients. Among 231 AIDS patients under 13 years old, 19% were white; 60%, 
black; and 20%, Hispanic. Fifty-five percent were male. Fifty-eight percent were diagnosed 
with PCP; 19%, with disseminated CMV; 15%, with candida esophagitis; 6%, with cryptospor- 
idiosis; 4%, with KS; and 22%, with other opportunistic diseases only. One hundred seventy- 
four (75%) pediatric patients came from families in which one or both parents had AIDS or 
were at increased risk for developing AIDS; 33 (14%) had received transfusions of blood or 
blood components before onset of illness, and 11 (5%) had hemophilia. Risk-factor information 
on the parents of the 13 (6%) remaining cases is incomplete. Although 57% of pediatric pa- 
tients have been reported within the last year, 72% were actually diagnosed before 1985. 
Pediatric patients have been reported from 23 states, Washington, D.C., and Puerto Rico; 
cases reported per state ranged from one to 91 (median three). Seventy-five percent of the 
cases have been reported from New York, Florida, New Jersey, and California. 

Reported by State and Territorial Epidemiologists; AIDS Program, Center for infectious Diseases, CDC 


19 


TABLE 2. Acquired immunodeficiency syndrome cases reported by year and yearly per- 
cent increases, by patient group — United States, through January 13, 1986 





Before 1/14/82- 1/14/83- 1/14/84- 1/14/85- 
1/14/82 1/13/83 1/13/84 1/13/85 1/13/86 
» Patient group No. No. (%inc)" No. (%inc)* No. (%inc)* No. (% inc)* Total 


Adult 








and IV drug users (312.5) (219.7) (98.1) 599 (43.3) 1,310 


o 
4 Homosexual bisexual men 
Homosexual/ bisexual 


men not IV drug users (165.7) (183.5) (119.2) 5669 (929) 10,600 

* IV drug users (527.3) (184.1) (100.3) 1.429 (82.0) 2,766 
* Hemophilia patients (0.0) (42.9) (280.0) 69 (81.6) 124 
Heterosexual contacts (900.0) (80.0) (194.4) 100 (88.7) 182 


Transfusion recipients (0.0) (366.7) (100.0) 171(205.4) 261 
a None of the above, other 


No identified risks; 28 (833.3) (171.4) (72.4) 348 (165.6) 586 
Born outside U.S.* 48 (585.7) (77.1) (34.1) 144 (26.3) 398 
* 
» eeeeene 776 (241.9) (178.5) (1098) 8529 (88.1) 


Sediatric 0 16 (0.0) 35 (118.8) 48 (37.1) 132 (175.0) 
* 
’ 


*fOTAL 227 792 (248.9) 2,196 (177.3) 4,582 (108.7) 8,661 (89.0) 





* 
qPercent increase 


* includes persons born in countries in which most AIDS cases have not been associated with known risk factors 
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Editorial Note: The incidence of AIDS continues to increase. In 1982, 747 cases were 
reported; in 1983, 2,124 were reported (a 184% increase); in 1984, 4,569 were reported (a 
115% increase); and in 1985, 8,406 were reported (an 84% increase). From analyses of past 
trends, further increases are expected for 1986; however, the percentage increase in 1986 is 
likely to be smaller than that noted in 1985 

The number of AIDS cases that have not been classified into previously identified risk 
groups is not increasing proportionately faster than the number of cases in identified risk 
groups. Past experience would suggest that many cases currently under investigation will be 
reclassified 

Currently reported AIDS cases have resulted from HTLV-Ili/LAV exposure up to 7 years 
before diagnosis (4); the possibility of longer incubation periods cannot be excluded. Since 
HTLV-Ill/LAV infection persists in an individual, persons previously infected continue to remain 
at risk for developing AIDS. Due to the long period between infection and development of 
AIDS, transfusion-associated cases are expected to continue (4). However, voluntary donor 
deferral by those at increased risk for AIDS and serologic testing of donated blood and plasma 
for HTLV-Ill/LAV antibody—implemented in March 1983 and spring 1985, respectively — 
have grectly reduced the potential for HTLV-IIl/LAV transmission through transfusion (4-6) 

The increase in previously diagnosed pediatric AIDS cases reported within the past year re- 
flects improved reporting as well as inclusion in the case definition of histologically confirmed 


TABLE 3. Distribution by patient group of reported acquired immunodeficiency s yndrome 
cases, by date of report — United States, through January 13, 1986 





Before 1/14/84- 1/14/85- 
1/14/84 1/13/85 1/13/86 
Patient group ‘ ‘ ‘ (%) 
Homosexual bisexual men 
and IV drug users g 599 
Homosexual’ bisexual 


(7.0) (8.1) 


men not IV drug users (64 8) 5.669 (66 5) (65 3) 


IV drug users 
Hemophilia patients 
Heterosexual contacts 
Transfusion recipients 
None of the above, other 
No identified risks 
Born outside U.S * 


Subtotal 


Pediatric 
Parent with AIDS 

or at ncreased 

risk for AIDS 
Hemophila patients 
Transfusion recipients 
None of the above/ other 


Subtotal 


51 


3,215 


(17.4) 
(0.5) 
(0.3) 
(1.1) 


(3.4) 
(4.4) 


(100.0) 


(74.5) 
(5.9) 
(11.8) 
(7.8) 


(100.0) 


(100.0) 


(17 3) 
(0.8) 
(1.2) 
(1.2) 


(2.9) 
(2.5) 


(100.0) 


(83.3) 
(2.1) 
(12.5) 
(2.1) 


48 (100.0) 


4,582 (100.0) 


(16.8) 
(0.8) 
(1.2) 
(2.0) 


(4.1) 
(1.7) 


(100.0 


(73.5) 
(5.3) 
(15.9) 
(5.3) 


(100.0) 


8,661 (100.0) 


16,458 


(17.0) 
(0 8) 
(1.1) 
(1.6) 


(3.6) 
(2.5) 


(100.0) 


(75.8) 
11 (4.8) 
33 (14.3) 
12 (5.2) 


231 (100.0) 


(100.0) 





“Includes persons born in countries in which most AIDS cases have not been associated with known risk factors 
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diagnses of chronic lymphoid interstitial pneumonitis in children under 13 years of age (3). 
Since‘most pediatric AIDS cases result from perinatal transmission of HTLV-IlI/LAV, the 
race/ezhnicity and geographic distribution of pediatric AIDS patients is similar to that of 
reported AIDS cases among adult females. 

Plaaéned prospective studies of incidence and prevalence of HTLV-Ill/LAV infection should 
determine whether current reports of patients meeting the AIDS case definition for national 
reporting accurately reflect the distribution of infected persons. Persons meeting the AIDS 
case dfiniticn are only a small percentage of all persons infected with HTLV-IIl/LAV (7). CDC 
uses the existing case definition for surveillance purposes, because other manifestations of 
HTLV -l4/LAV infection are less specific and less likely to be consistently reported nationally. 
Referentes 
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Need for Malaria Prophylaxis by Travelers 
to Areas With Chloroquine-Resistant Plasmodium falciparum 


On April 12, 1985, new recommendations for malaria prophylaxis were published by CDC 
in response to evidence that weekly use of pyrimethamine/sulfadoxine (Fansidar®) for malaria 
prophylaxis was associated with fatal cutaneous reactions in 1/18,000 to 1/26,000 users (7). 
These revised recommendations emphasized the weekly use of chloroquine or amodiaquine as 
the mainstay of chemoprophylaxis and suggested that the weekly prophylactic use of Fansi- 
dar® be limited to travelers at very high risk of exposure to chloroquine-resistant Plasmodium 
falciparum, mainly longer-term travelers to eastern and central Africa. It was further recom- 
mended that short-term (3 weeks or less) travelers to areas with chloroquine-resistant P. fa/ci- 
parum carry three tablets (adult dose) of Fansidar® to take presumptively in the event of a 
febrile illness when professional medical care is not readily available. Finally, the importance of 
personal protection from mosquito contact by use of insect repellants, insect sprays, nets, and 
screens was stressed. 

To date, 60 cases of P. falciparum infection have been reported to CDC. with onset of ill- 
ness in 1985 among U.S. travelers who acquired their infection in Kenya, where chloroquine- 
resistant P. falciparum is widely prevalent. Review of the preventive measures taken by these 
60 persons revealed that chemoprophylaxis had been used by 46 (77%). Thirty-nine (65%) 
persons had used chloroquine alone weekly for prophylaxis. Weekly prophylaxis with Fansi- 
dar® and chloroquine had been used by seven (12%). Of concern is that only four (24%) of 17 
malaria patients investigated who had traveled to Kenya after April 1985 were aware of the 
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recommendation for presumptive treatment with Fansidar®. Furthermore, only seven (41%) of 
these 17 had used insect repellants. 

The current recommendations are more complicated than before because they reflect an 
effort to balance the risks and benefits of prophylactic regimens for travelers to various areas. 
It is essential that health-care providers and travelers consider the possibility that a febrile ill- 
ness may be malaria, even when chloroquine prophylaxis has been used. Further, it is impor- 
tant that the three-tablet adult treatment dosage of Fansidar® and the indications for its use 
are explained thoroughly to travelers because responsibility is placed on them to recognize a 
potential malaria infection and, if necessary, treat themselves while abroad. 

The current CDC guidelines for malaria prophylaxis for travelers (7,2) contain detailed 
recommendations for travelers to different destinations, taking into account the risk of malaria 
infection. Health-care providers are encouraged to report all malaria patients to state and local 
health departmerts, with particular attention to travel histories and chemoprophylaxis. CDC 
continues to monitor both the level of implementation of the current recommendations and 
their effect on the occurrence of P. falciparum infections in U.S. travelers. 

(Continued on page 27) 





TABLE |!. Summary —cases specified notifiable diseases, United States 





2nd Week Ending Cumulative. 2nd Week Ending 
Jan. 12 Median Jan. 11 Jan 12 Median 
1985 1981-1985 1986 1985 1981-1985 
Acquired | f y Syndrome (AIDS) 66 507 153 N 
Aseptic meningitis 153 127 167 
Encephalitis. Primary (arthropod-bome 
& unspec ) 21 26 
Post-infectious 5 2 
Gonorrhea: = Civilian 25.700 36.179 
Military 568 1.017 
Hepatitis Type A 546 630 
Type B 621 
Non A, Non B 110 
Unspecified 120 
Legionetiosis 21 
Leprosy 5 
Malana 13 
Measies: Total” 15 
indigenous 10 
imported 5 
Meningococcal infections Total 65 
Crvihan 65 
Military 
Mumps 75 77 
Pertussis 19 39 
Rubetia (German measies) 12 6 9 
Syphiis (Primary & Secondary) Cwilan 1 581 686 
Military 6 ie) 
Toxic Shock syndrome 8 N a 12 
Tuberculosis 311 375 
Tularerma 1 7 
Typhoid fever 11 5 
Typhus fever, tick-borne (RMSF) 2 1 1 
Rabies, anual 99 77 119 122 
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TABLE II. Notifiable diseases of low frequency, United States 





Cum 1986 Cum 1986 





Anthrax Leptospirosis (Hawaii 2) a 
Botulism Foodborne Plague 
infant (Calif. 1) Pohomyelitis, Paralytic 
Other Psittacosis 
Brucellosis (Ala. 1) Rabies, human 
Cholera Tetanus 
Congemtal rubella syndrome Trichinosis 
Congenital syphilis, ages < 1 year 


Typhus fever, flea-borne (endemic, murine) 
Diphthena 














*One of the 27 reported cases for this week was imported from a foreign country or can be directly traceable to a known internationally im- 
ported case within two generations 





Vol. 35/No. 2 MMWR 


TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
January 11, 1986 and January 12, 1985 (2nd Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, Unite? States, weeks ending 
January 11, 1986 and January 12, 1985 (2nd Week) 





Measles (Rubeoia) Menin- 
Indigenous imported * Infections 


Cum Cum Cum Cum Cum Cum Cum Cum 
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TABLE II. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
January 11, 1986 and January 12, 1985 (2nd Week) 
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TABLE IV. Deaths in 121 U.S. cities," week ending 
January 11, 1986 (2nd Week) 
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All Causes, By Age (Years) 
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* Mortality data in this table are voluntarily reported from 121 cities in the United States. most of which have populations of 100.000 or 
more.A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 

** Pneumonia and influenza 

t Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week Complete 

counts will be available in 4 to 6 weeks 

tt Total includes unknown 

§ Data not available Figures are estimates based on average of past 4 weeks 
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Table V. Estimated years of potential life lost before age 65 and cause-specific mortality, 
by cause of death — United States, 1984 





Years of potential 
Cause of mortality life lost by persons Cause-specific mortality? 
(Ninth Revision ICD) dying in 1984* (rate/100,000) 


ALL CAUSES 
(Total) 11,761,000 866.7 





Unintentional injuries® 

(E800-E949) 2,308,000 40.1 
Malignant neoplasms 

(140-208) 1,803,000 191.6 
Diseases of the heart 

(390-398, 402, 404-429) 1,563,000 3244 
Suicide, homicide 

(E950-E978) 1,247,000 20.6 
Congenital anomalies 

(740-759) 684,000 5.6 
Prematurity* 

(765, 769) 470,000 3.5 
Sudden infant death syndrome 

(798) 314,000 24 
Cerebrovascular diseases 

(430-438) 266,000 65.6 
Chronic liver diseases 

and cirrhosis 

(571) 233,000 11.3 
Pneumonia and influenza 

(480-487) 163,000 25.0 
Chronic obstructive 

pulmonary diseases 

1490-496) 123,000 29.8 
Diabetes mellitus 


(250) 119,000 15.6 





“Years of potential life lost before age 65 for persons dying in the year are derived from the number of 
deaths in each age category as reported by the National Center for Health Statistics, Monthly Vital 
Statistics Report (MVSR), Vol. 33, No. 13, September 26, 1985, multiplied by the difference between 
age 65 years and the age at the midpoint of each category. As a measure of mortality, “Years of potential 
life lost” underestimate the importance of diseases that contribute to death without being the underlying 
cause of death 

tCause-specific mortality rates as reported in the MVSR are compiled from a 10% sample of all deaths 

Equivalent to accidents and adverse effects 


‘ 
Category derived from disorders relating to short gestation and respiratory distress syndrome 


Malaria Prophylaxis — Continued 


Reported by Malaria Br, Div of Parasitic Diseases, Center for Infectious Diseases, Div of Quarantine, 

Center for Prevention Svcs, CDC. 
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Update: Influenza Activity — United States, Worldwide 


UNITED STATES 

Reports of influenza virus isolates, primarily representing sporadic cases, have begun to in- 
crease in the United States. Through January 13, 1986, 16 states have reported influenza iso- 
lates this season; 12 states have reported type B isolates; 10 have reported type A(H3N2); 
and one state, Hawaii, has reported type A(H1N1) (Figure 2). 

Arizona, Illinois, Minnesota, South Carolina, and Utah recently reported their first influenza 
virus isolates this season from patients who became ill in late December or early January 
Type B influenza virus was reported from Arizona, South Carolina, and Utah; both type B and 
A(H3N2) viruses were reported from Illinois and Minnesota. In Colorado, where type A(H3N2) 
virus was isolated earlier this season, type B virus has now been reported. In Pennsylvania, 
where type B virus had been isolated, type A(H3N2) virus isolates have now been reported 

Alaska, the only state to report widespread outbreaks of influenza-like illness through 
December, reported a decrease to regional outbreaks for the week ending January 4. Nation- 
wide, reports of influenza-like iliness* and reports of deaths associated with pneumonia and 
influenza from 121 U.S cities have remained below the levels normally associated with exten- 
sive outbreaks 

Outbreaks of influenza A(H3N2) in two long-term-care facilities in upstate New York have 
been reported. The first occurred in a facility housing approximately 260 elderly residents, 15 
“Cases reported by those members of the American Academy of Family Physicians Research Panel who 
serve as sentinel physicians for influenza 


FIGURE 2. States reporting isolates of influenza virus, by type — United States, October 
1985-January 13, 1986 





1) Type A(H3N2) 


2 Type B 
Type A(H3N2) and 6 








“In Hawaii, type A(H1N1) has also been isolated 
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of whom developed influenza-like illnesses between December 29, 1985, and January 3, 
1986; throat cultures from five ill residents yielded influenza A(H3N2) viruses. The second out- 
break began during ihe second week of January in a 330-bed nursing home. By January 10, ap- 
proximately 30 residents had developed influenza-like illnesses. Preliminary results of viral cul- 
tures indicate that influenza type A(H3N2) virus also caused this outbreak. These are the first 


reported influenza outbreaks affecting elderly persons in U.S. residential health-care facilities 
this season 


WORLDWIDE 


From September through December 1985, influenza virus types A(H3N2), A(H1N1), and B 
were isolated from various parts of the Northern Hemisphere and the tropics. Type A(H3N2) 
isolates have usually been associated with sporadic activity, although several countries 
reported outbreaks. Sporadic cases of type B influenza were reported from several countries, 
while type A(H1N1) was isolated only from sporadic cases in China and Hong Kong. 

Type A(H3N2). Widespread outbreaks of type A(H3N2) influenza were reported in Japan, 
beginning in mid-October. In England, an explosive outbreak affecting approximately 50% of 
students occurred in a boarding school. Localized outbreaks were documented in Czecho- 
slovakia. In Brazil, localized outbreaks were reported among the general population of Rio de 
Janeiro during October, but type A(H3N2) isolates from other parts of the country were asso- 
ciated only with sporadic cases. Jamaica, China, Switzerland, Italy, the German Democratic 
Republic, and the Soviet Union also reported sporadic isolates of type A(H3N2) viruses. 

Type B. Isolates of type B virus associated with sporadic activity have been reported from 
Brazil, China, Korea, India, and Poland 

Type A(H1N1). in most parts of the world, influenza type A(H1N1) has circulated at very 
low levels since early 1984. In mainiand China, however, more than 70% of influenza viruses 
isolated from May to October 1985 were type A(H1N1), although the level of activity has re- 
mained low. A few type A(H1N1) viruses have also been isolated in Hong Kong. 

Reported by J Wilkinson, MD, Good Samaritan Medical Center, Phoenix, D Woodall, Health Svcs Labora- 
tory, GG Caldwell, MD, State Epidemiologist, Arizona Dept of Health Svcs; B Haslam, Bureau of Epide- 
miology, F Urry, PhD, State Public Health Lab, CR Nichols, MPA, State Epidemiologist, Utah Dept of 
Health; E Saxton, PhD, Viral Laboratory University of Chicago, R Murphy, Virology Laboratory, BJ 
Francis, MD, State Epidemiologist, Illinois Dept of Public Health; D Stiepan, MPH, H Markowitz, MD, 
State Laboratory Director, J Braun, MS, MT Osterholm, PhD, State Epidemiologist, Minnesota Dept of 
Health; A DiSalvo, MD, State Public Health Laboratory Director, RV Parker, DVM, State Epidemiologist, 
South Carolina Dept of Health; G Meiklejohn, MD, University of Colorado, Denver, SW Ferguson, PhD, 
State Epidemiologist, Colorado Dept of Health; J Schivers, Regional Clinical Laboratory of Pennsylvania, 
Erie, B Kleeger, PhD, State Public Health Laboratory, EJ Witte, VMD, State Epidemiologist, Pennsylvania 
State Dept of Health; DL Morse, MD, State Epidemiologist, New York State Dept of Health; participating 
physicians of the American Academy of Family Physicians; Virus Diseases Unit, World Health Organiza- 
tion, Geneva, Switzerland; Statistical Svcs Br, Div of Surveillance and Epidemiologic Studies, Div of Field 


Svcs, Epidemiology Program Office, WHO Collaborating Center for Influenza, Influenza Br, Div of Viral 
Diseases, Center for Infectious Diseases, CDC. 
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Changes in Premature Mortality — United States, 1983-1984 


Premature mortality in the United States, as measured by years of potential life lost before 
age 65 (YPLL), increased from 1983 to 1984 for the first time since 1980. Total YPLL from 
all causes of death increased from 11,712,000 in 1983 to 11,761,000 in 1984, a 0.4% in- 
crease. The rate of YPLL per 1,000 persons under 65 years old, however, decreased by 0.4% 
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from 1983's level to 56.5/1,000 persons. An increase of 1.5 million persons under 65 years 
of age accounts for this discrepancy. 

The relative rankings of the leading causes of YPLL did not change substantially from 
1983 to 1984. The oniy change was cerebrovascular diseases replacing chronic liver dis- 
eases as the eighth leading cause of YPLL. Unintentional injuries (accidents) continue to head 
the list, accounting for 20% of the total YPLL, followed by malignant neoplasms (15%), dis- 
eases of the heart (13%), and suicides/homicides (11%). 

The rate of YPLL per 1,000 persons increased for eight of the 12 leading causes (Figure 3) 
The largest proportionate increase in the rate of YPLL was recorded for cerebrovascular dis- 
eases, up 13.1%. Increases in YPLL rates were also noted for prematurity, up 3.3%; sudden 
infant death syndrome, 2.7%; pneumonia and influenza, 2.6%; and diabetes mellitus, 1.8%. In 
contrast, the rate of YPLL for chronic liver diseases and cirrhosis decreased by 7.4%; diseases 
of the heart declined 3.6%; chronic obstructive pulmonary diseases and allied conditions, 
3.3%; and malignant neoplasms, 1.3% 


Reported by Epidemiologic Studies Br, Div of Surveillance and Epidemiologic Studies, Epidemiology Pro- 
gram Office, CDC 


Editorial Note: With this issue, CDC announces a change in the method of calculation of 
YPLL to include causes of mortality in the first year of life. The relatively high age-specific 


FIGURE 3. Percent change from 1983 to 1984 in rates of years of potential life lost 
before age 65 — United States 
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death rate of these infants, combined with the years of life remaining before age 65, adds 
two new causes to the list of leading causes of YPLL—sudden infant death syndrome (ICD 
code 798) and deaths attributable to prematurity, including neonatal respiratory distress syn- 
drome (ICD code 769) and disorders relating to short gestation and unspecified low birth- 
weight (ICD code 765). The updated Table V appears on page 27 of this issue. 

The inclusion of deaths in the first year of life does not account for the increase in total 
YPLL from 1983 to 1984. Although total YPLL decreased each year from 1980 to 1984, the 
slight increase in 1984 is present when YPLL is calculated by either the birth-to-age-65-years 
or the age 1- to 65-years method (Figure 4). The rate of YPLL per 1,000 persons, however, 
has decreased each year since at least 1979 with both methods of calculation and now 
stands 12.3% below the 1979 level when measured from age 1 year to 65 years, and 14.1% 
when measured from birth to age 65 years. 

Considerable variability continues to be demonstrated in the year-to-year comparison of 
YPLL rate due to specific causes of mortality. The rate of YPLL attributable to cerebrovascular 
diseases, for example, increased by 12 1% in 1984, reversing the 12.4% decline in the previ- 
ous year. In contrast, the YPLL rate for unintentional injuries, which has consistently decreased 
from 1979 until 1984, increased by 0.4% in 1984, but remains 22.5% below the 1979 level 
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FIGURE 4. Total years of potential life lost before age 65, including and excluding 
deaths in the first year of life, by year — United States, 1979-1984 
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FIGURE |. Reported measies cases — United States, weeks 50-52, 1985, and week 1, 
1986 
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